








Form W-4 (2010) Page 2
Deductions and Adjustments Worksheet
Note. Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.

1 Enter an estimate of your 2010 itemized deductions. These include qualifying home mortgage interest,
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and
miscellaneous deductions . . . e e e e 1 $

$11,400 if married filing jomtly or quahfymg W|dow(er)

2 Enter: $8,400 if head of household

$5,700 if single or married filing separately
Subtract line 2 from line 1. If zero or less, enter “-0-” .
Enter an estimate of your 2010 adjustments to income and any additional standard deduct|on (Pub 919)
Add lines 3 and 4 and enter the total. (Include any amount for credits from Worksheet 6 in Pub. 919)
Enter an estimate of your 2010 nonwage income (such as dividends or interest)
Subtract line 6 from line 5. If zero or less, enter “-0-”
Divide the amount on line 7 by $3,650 and enter the result here. Drop any fractlon
Enter the number from the Personal Allowances Worksheet, line H, page 1

Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheet
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10
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Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)

Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more
than “3.” . . . . . L L L L Lo e 2

3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter
“-0-") and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . . . A 3
Note. If line 1 isless than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4—9 below to figure the additional
withholding amount necessary to avoid a year-end tax bill.

4 Enter the number from line 2 of this worksheet . . . . . . . . . 4
5 Enter the number from line 1 of this worksheet . . . . . . . . . 5
6 Subtractline 5 from line 4 . . e 6
7 Find the amount in Table 2 below that applles to the HIGHEST paying jOb and enter it here . 7 $
8 Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed . . g $
9 Divide line 8 by the number of pay periods remaining in 2010. For example, divide by 26 if you are paid
every two weeks and you complete this form in December 2009. Enter the result here and on Form W-4,
line 6, page 1. This is the additional amount to be withheld from each paycheck . . . . . . . . 9 $
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST Enter on If wages from LOWEST Enter on If wages from HIGHEST | Enter on If wages from HIGHEST | Enter on
paying job are— line 2 above paying job are— line 2 above | paying job are— line 7 above| paying job are— line 7 above
$0 - $7,000 - 0 $0 - $6,000 - 0 $0 - $65,000 $550 $0 - $35,000 $550
7,001 - 10,000 - 1 6,001 - 12,000 - 1 65,001 - 120,000 910 35,001 - 90,000 910
10,001 - 16,000 - 2 12,001 - 19,000 - 2 120,001 - 185,000 1,020 90,001 - 165,000 1,020
16,001 - 22,000 - 3 19,001 - 26,000 - 3 185,001 - 330,000 1,200 165,001 - 370,000 1,200
22,001 - 27,000 - 4 26,001 - 35,000 - 4 330,001 and over 1,280 370,001 and over 1,280
27,001 - 35,000 - 5 35,001 - 50,000 - 5
35,001 - 44,000 - 6 50,001 - 65,000 - 6
44,001 - 50,000 - 7 65,001 - 80,000 - 7
50,001 - 55,000 - 8 80,001 - 90,000 - 8
55,001 - 65,000 - 9 90,001 -120,000 - 9
65,001 - 72,000 - 10 120,001 and over 10
72,001 - 85,000 - 11
85,001 -105,000 - 12
105,001 -115,000 - 13
115,001 -130,000 - 14
130,001 - and over 15
Privacy Act and Paperwork Reduction Act Notice. We ask for the information on this You are not required to provide the information requested on a form that is
form to carry out the Internal Revenue laws of the United States. Internal Revenue Code subject to the Paperwork Reduction Act unless the form displays a valid OMB
sections 3402(f)(2) and 6109 and their regulations require you to provide this control number. Books or records relating to a form or its instructions must be
information; your employer uses it to determine your federal income tax withholding. retained as long as their contents may become material in the administration of
Failure to provide a properly completed form will result in your being treated as a single any Internal Revenue law. Generally, tax returns and return information are
person who claims no withholding allowances; providing fraudulent information may confidential, as required by Code section 6103.
subject you to penalties. Routine uses of this information include giving it to the The average time and expenses required to complete and file this form will vary
Department of Justice for civil and criminal litigation, to cities, states, the District of depending on individual circumstances. For estimated averages, see the
Columbia, and U.S. commonwealths and possessions for use in administering their tax instructions for your income tax return.
laws, and using it in the National Directory of New Hires. We may also disclose this If you have suggestions for making this form simpler, we would be happy to hear
information to other countries under a tax treaty, to federal and state agencies to from you. See the instructions for your income tax return.

enforce federal nontax criminal laws, or to federal law enforcement and intelligence
agencies to combat terrorism.



EMPLOYEE BENEFITS

TO: CY-FAIR I.S.D. EMPLOYEES

FROM: PAYROLL DEPARTMENT
I.S.C.-NORTH, SUITE 328

SUBJECT: NAME CHANGE FOR BENEFITS

Please use the following Group Medical Insurance Change Form to update your name
change, mailing address and to add newly acquired dependents (new spouse and/or
children.) Please note that your newly acquired dependents have only a 31 day open
eligibility period to be added to your coverage. With this paperwork, please include a
copy of the legal documentation indicating the reason of name change when you send it
to the Human Resources Department, ISC-N.

The attached Beneficiary Change Form for Basic and Supplemental Life Insurance Form
is to change the beneficiary designation on your basic and supplemental life insurance.

If you maintain dental benefits with Cy-Fair, go online to the following link for the
necessary change forms: http://www.cfisd.net/dept2/insur/egmi.htm

For benefits such as disability and/or cancer, please call the Payroll Department at 281-
897-3882 to have the required change forms for those plans sent to you.

ALL COMPLETED BENEFITS FORMS WILL BE SENT TO THE
HUMAN RESOURCES DEPARTMENT, ISC-NORTH.
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Teacher Retiremcent system of Texas
1000 Red River Street
Austin, Texas 78701-2698

NAME CHANGE NOTICE

Pleasc accept this letter as authorization to change my name on all Teacher Retirement
System of Texas documentation. Attached 1s the proper legal documentation to make this
change.

FORMER NAME NEW NAME

FORMER ADDRESS NEW ADDRESS

Thank vou for your assistance in this matter.

Signature: Date:

Social Security No:

Please return name change notice with appropriate legal documentation attached to the
personnel office. All documentation will be forwarded to Teacher Retirement System in
Austin,




TEACHER RETIREMENT SYSTEM OF TEXAS TRS 11
1000 Red River Street, Austin, Texas 78701-2698 Rev. 04-04
Telephone (512) 542-6400 or 1-800-223-TRST (8778)

DESIGNATION OF BENEFICIARY

This form is not effective until received by TRS at the address above

Name of

Member Social Security No.
(As it appears on TRS records)

NOTE: PLEASE CAREFULLY READ INSTRUCTIONS ON THE REVERSE SIDE BEFORE
COMPLETING THIS FORM

PRIMARY BENEFICIARY OR JOINT PRIMARY BENEFICIARIES

I hereby designate the following person(s) as my primary beneficiary(ies) to receive any death benefits or annuity payable
under Option 3 or 4 under the Teacher Retirement System Law of the State of Texas (joint beneficiaries to share and
share alike with right of survivorship only):

Name Social Date of Relationship Address
Security Birth
No.

ALTERNATE BENEFICIARY OR JOINT ALTERNATE BENEFICIARIES

Only in the event I live longer than the primary beneficiary(ies) named above, I designate the following person(s) as my
alternate beneficiary(ies) to receive any death benefit or annuity payable under Option 3 or 4 which may be due under the
Teacher Retirement System Law of the State of Texas (joint alternate beneficiaries to share and share alike with right of
survivorship only):

Name Social Date of Relationship Address
Security Birth
No.
Signature of Member
STATE OF COUNTY OF

BEFORE ME, on this day personally appeared known to be the person whose name is subscribed
to the foregoing instrument and acknowledged to me that this person executed the same for the purpose and consideration therein expressed.

GIVEN under my hand and official seal this the day of.

(Month) "~ (Year)
(SEAL)

Signature of Notary Public County State




Reverse of Form

TRS 11
Rev. 10-00

Participation in TRS provides valuable benefits payable at your death. You may designate the
beneficiary(ies) to receive certain benefits by completing this form. Please read the entire form
carefully as errors or omissions may invalidate the designation. If the designation is invalid or
you do not designate a beneficiary, benefits will be paid as provided in Section 824.103 of the
Texas Government Code.

DESIGNATION OF BENEFICIARY

® If your address has changed please notify TRS in writing.

® This form is not effective until received by TRS at the address listed on this form prior to your
death. Your employer is NOT authorized to receive this form on behalf of TRS.

® No attachments may be made to the form. Any stipulation made on the form will void the
entire form.

® Type or print your designation in ink with any correction initialed.

® When received by TRS, this form revokes any previous designation of beneficiary made by
the member on a prescribed TRS form for the benefits affected by this form.

® This form does NOT revoke or change a beneficiary previously named under Option 1, 2, 5,
Deferred Retirement Option Plan, or Partial Lump-Sum Option.

® A beneficiary designation in your will does not change the designation of beneficiary for TRS
purposes.

® A divorce does not automatically revoke your former spouse as beneficiary.

® In the absence of a court-ordered guardian, the surviving parent will receive death benefits
on behalf of a minor child designated as beneficiary.

® The designation of this form only affects the payment of death benefits and payments under
Option 3 and 4 retirement plan.



Name of Employer/Plan Sponsor Group/Plan Number

Cypress-Fairbanks Independent School District GFZ - 01924
Employee Information
Last Name First Name Middle Initial Social Security Number O Female Employee #
O Male
Employee Address (street address) Date of Birth Telephone
Work ( )
(City, State  Zip) Marital Status: __Single __Married
__ Divorced ___ Widowed ___ Separated |Home ( )
Date of Employment Occupation
BENEFICIARY CHANGE FORM
FOR

BASIC AND SUPPLEMENTAL LIFE INSURANCE

It is important that your beneficiary designation be clear so that there will be no questions as to your meaning. It is also
important that you name a primary and contingent beneficiary. When naming your beneficiary(ies), please indicate their full
name, relationship and percentage of your death benefit you wish them to receive. If the beneficiary is not related either by

blood or marriage, insert the words, “Not Related”. If you need assistance, contact your company representative or your
own legal counsel.

Primary Beneficiary - The person or persons who will receive the life insurance proceeds upon the death of the named
insured.

Contingent or Secondary Beneficiary - The person or persons who will receive the life insurance proceeds upon the death
of the named insured if the primary beneficiary/beneficiaries has predeceased the named insured.

If the beneficiary is a minor, proceeds will be paid in accordance with applicable state law or under direction of the
court.

Beneficiary designations made below SUPERSEDE ALL beneficiary designations received prior to this dated document

for the Basic Life and AD&D and Supplemental Life Insurance policies elected through my employer,
Cypress-Fairbanks Independent School District.

Name of Primary Beneficiary(ies) (Last name, First, Ml) Address Date Of Birth Relationship MUB;te tr;?;:tl‘:)kz)%
Total must equal 100%
Name of Contingent Beneficiary(ies) (Last name, First, M) Address Date Of Birth Relationship Benefit %

Must total 100%

Total must equal 100%

Employee’s Signature Date Signed

You are advised to make a copy of this form for your personal records.

JD H:WORD/BENEFITS/LIFE INS\ LIFE CHG BENEFICIARY FORM  5/2005




	f2_01(0): 
	f2_02(0): 
	f2_03(0): 
	f2_04(0): 
	f2_05(0): 
	f2_06(0): 
	f2_07(0): 
	f2_08(0): 
	f2_09(0): 
	f2_10(0): 
	f2_11(0): 
	f2_12(0): 
	f2_13(0): 
	f2_14(0): 
	f2_15(0): 
	f2_16(0): 
	f2_17(0): 
	f2_18(0): 
	f2_19(0): 


